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Retention Cysts of the Larynx' By E. D. D. DAVIS, F.R.C.S. THE drawing of a laiynx (Fig. 1 ) excised by C. P. Wilson shows an upward extension and dilatation of both saccules which are seen at the upper border of the thyroid cartilage on either side of the mid-line. These distensions should appear in the vallecula or they may pass laterally into the neck. 1 have seen two more similar cases and all of them had an epithelioma of the ventricular band and vocal cord treated by deep X-ray therapy and laryngectomy. The scarring of the ventricle and its band appears to have caused retention of air in the saccule, hence its distension. Cysts of the neck which contain air when nothing is seen in the larynx and when no connexion with the larynx is established, are more likely to be pharyngoceles than laryngoceles. I have seen one pharyngocele in an old lady who had a cyst in the neck at the anterior border of the sternomastoid and just above the edge of the thyroid cartilage similar to a branchial cyst. She could inflate the cyst by blowing out her cheeks. It was assumed that she had a branchial cyst with a fistula into the pharynx. She refused operation.
Irwin Moore (1922) has described laryngoceles and found the records of several cases which were extensions of the saccule. The retention cysts, mistaken for laryngoceles, have been excised by removing the ala of the thyroid cartilage to completely expose the cyst. This approach gives a more complete exposure and easier dissection than that given by laryngofissure or thyrotomy. The late Wilfred Trotter excised the cysts reported by Tilley and Horsford and I have dissected out two similar cysts in this way. A long incision is made along the posterior border of the ala of the thyroid cartilage.
The ala is carefully dissected away from the wall of the pharynx and larynx, keeping as close to the inner surface of the ala as possible. The ala is removed in one piece or by using a punch forceps. The cyst is thoroughly exposed and dissected away without opening the larynx or pharynx. The wound heals by first intention and without trouble. Section of Laryngology 665 swelling the voice again disappeared. He carried out a more extensive operation than Mr. Lawson or Mr. Harrison, dissecting the laryngocele from its apex to the appendix of the larynx, removing the false cord. During the operation a positive pressure was applied to the pharynx by the anaesthetist so that the laryngocele was inflated, this made the operation very much easier. He continued the dissection of the sac starting at the apex and exposed the laryngocele down to its neck, where it passed through a small hole in the thyrohyoid membrane at the junction of the posterior and middle third of the border of the thyroid cartilage. He removed the whole of the laryngocele, together with the false cord. The specimen of the laryngocele was shown complete with the false cord, the mucous membrane lining of the appendix of the larynx being continuous with the lining of the laryngocele. Mr. Hargrove showed a slide illustrating the specimen which was removed. Mr. Harrison, in reply to the discussion, said that from the histories and the physical findings he felt quite convinced that these air sacs were definitely continuous with the laryngeal ventricle. The sacs had been produced by the patients during excess of coughing, when blowing a wind instrument and when using the upper limbs for the fixation of the chest, when he felt that there would be sufficient pressure to produce these swellings. He thought the tomograms were quite convincing of the presence of sacs containing air. In the engine driver, by manipulations on the swelling in the neck, changes were seen in the swelling within the larynx. This was actually witnessed and he felt that they were laryngeal air sacs and not pharyngeal.
He thanked Mr. Hargrove for his remarks. He had done a lot of dissections on the larynx and had found that the thyrohyoid membrane was quite a tough structure, it was not just a soft friable structure as the anatomy books said. He found it difficult to see how a swelling could herniate through it, when there was the tissue plane between it and the pharyngeal mucosa through which the swelling could progress without any obstruction at all. There was the definite dehiscence between the constrictor fibres and it was in close relationship with the lateral part of the thyrohyoid membrane.
Mr. Lawson, also in reply, said that the thyro-arytenoid muscle was seen at operation, with the neck of the laryngocele entering the larynx just above it; it could be felt quite easily. There was no doubt that the neck of the sac did not enter the pharynx but the larynx. The first two cases operated on were not infected and there was no fluid in either of the sacs. The third one was infected and did contain fluid but there was no question of fluid in the sacs removed before they became infected. He agreed that at operation the thyrohyoid membrane was tough and fibrous, it had to be incised with a scalpel to liberate the distended sac, the sac protruded through it as it was incised and became much more prominent. He had noticed that in the three cases the sac did not go through the membrane; it was under the membrane, and came out behind the lateral border.
[ March 3, 1950] DISCUSSION ON MALIGNANT DISEASES OF THE NASAL CAVITY AND SINUSES Mr. F. C. W. Capps: In opening this discussion on the treatment of malignant disease in the nose and paranasal sinuses I am basing my remarks on a series of 71 cases of all types of malignant tumour of these regions seen, and with one or two exceptions treated, in the last twenty years. Most of them were under my personal care from the discovery of the disease but a few came for recurrence of disease treated elsewhere or have been under follow-up observation for a long time in our Clinic, having been successfully treated elsewhere. Survival periods have, with one exception, been reckoned from the dates at which malignant disease was definitely established and treated by us.
